A syndrome first described in 1936, still relevant today  by Tourniaire, R. et al.
EI
A
t
R
C
c
A
C
M
s
d
o
t
h
c
P
l
•
•
•
r
i
e
y
1
duropean Annals of Otorhinolaryngology, Head and Neck diseases (2011) 128, 44—46
MAGES, QUESTIONS AND ANSWERS
syndrome ﬁrst described in 1936, still relevant
oday
. Tourniaire ∗, R. Rtail, N. Timi, C.-A. Righinilinique universitaire ORL, pôle tête et cou, chirurgie réparatrice, CHU de Grenoble, BP 217, 38043 Grenoble
edex 09, France
vailable online 21 December 2010
Q
Question n◦1: What is your radiological interpretation?
Question n◦2: What is your diagnosis?
Question n◦3: What treatment?
Question n◦4: Which bacterium is usually isolated?linical case
r. Claude R., born August 13, 1945, consulted for fever
yndrome associated with severe dysphagia, respiratory
istress, and confusion syndrome with spatiotemporal dis-
rientation.
Surgical history comprised a cataract, right rotator cuff
ear and right inguinal hernia. There was no history of alco-
ol abuse or smoking. He was not under medication.
In emergency unit, he had hyperthermia of 39◦ C asso-
iated with respiratory distress and low blood pressure.
ulmonary X-ray found bilateral white lung.
Biological assessment in the emergency room was as fol-
ows:
neutrophil polynucleosis at 25 G/L;
thrombopenia;
acute functional renal insufﬁciency.
Clinical status worsened rapidly, showing septic shock
equiring orotracheal intubation and transfer to medical
ntensive care.On IC admission, cervical, cerebral and thoracic contrast-
nhanced CT was performed; the ﬁndings are presented for
our interpretation (Figs. 1—4).
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oi:10.1016/j.anorl.2010.11.002uestionsFigure 1 Cervical contrast-enhanced CT.
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Figure 2 Cervical contrast-enhanced CT.
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Replies
Reply n◦1: What is your radiological interpretation?
Neck: Left peritonsillar abscess associated with left internal
jugular vein thrombosis. Hypodense left periamygdalar
image, 4 cm in diameter, related to a left periamygdalar
abscess. Left internal jugular vein enhancement defect,
with enhanced and thickened walls, indicative of throm-
bophlebitis. Inﬁltration of the cervical fatty tissue.
Brain: Thrombosis of left cavernous sinus. Enlarged left
cavernous sinus, slightly convex externally, associated with
moderate dilation of the ophthalmic veins to the left: overall
aspect of partial left cavernous sinus thrombosis, despite the
sinus opacity.
Chest: Multiple pulmonary abscesses. Multiple pulmonary
abscesses, several excavated.
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wFigure 4 Thoracic contrast-enhanced CT.
Almost complete condensation of the left lung. Abundant
ilateral pleural effusion.
eply n◦2: What is your diagnosis?
emierre syndrome. Lemierre syndrome associates septic
hrombophlebitis of the internal jugular vein or one of its
ollateral branches, causing remote septic embolism, which
s usually pulmonary secondary to ENT (most frequently pha-
yngeal and bacterial) infection.
eply n◦3: What treatment?
n emergency unit:
intensive care for septic shock associated to symp-
tomatic treatment of heart failure (vascular ﬁlling,
catecholamines, respiratory assistance);
under general anesthesia, drainage of left periamygdalar
abscess with sampling for bacteriology;
consult with chest surgeons: thoracotomy to evacuate
pleural effusion and empty pulmonary abscesses by tho-
racic drainage;
initiate iv empiric combined antibiotherapy (3rd
generation cephalosporin and metronidazole) with
secondary adaptation to antibiogram;
introduce iv anticoagulants: non-fractionated heparin,
due to signs suggestive of left cavernous sinus thrombosis.
eply n◦ 4: Which bacterium is usually isolated?
usobacterium necrophorum is the most frequent.
In the present case, Streptococcus constellatus was iso-
ated in the periamygdalar abscess pus and on blood culture.
ommentsn 1936, André Lemierre [1] reported on a series of 20 cases
f septicemia implicating anaerobic bacteria, mostly asso-
iated with oropharyngeal infection extending to the neck,
ith disseminated (mainly pulmonary) abscesses.
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This association was later reported on as ‘‘Lemierre syn-
rome’’.
It comprises septic thrombophlebitis of the internal jugu-
ar vein or one of its collateral branches, inducing remote
eptic emboli.
The ENT infection is mainly oropharyngeal.
The most frequently isolated bacterium is Fusobacterium
ecrophorum.
Other bacteria reported in the literature are Fusobac-
erium species and nucleatum, Bacteroides speciens,
eptostreptococcus, Streptococcus B and C, Streptococcus
ralis, Streptococcus constellatus, and Eikenella corrodens
2,3].
The advent of antibiotherapy drastically reduced inci-
ence and associated mortality. It is now so rare as to be
ften unrecognized.
Clinically, Lemierre syndrome evolves through three
tages:
the initial stage of ENT (generally oropharyngeal) mucosal
infection usually consists of tonsillitis with or without
signs of periamygdalar phlegmon, fever and sensitive but
non-inﬂammatory cervical adenopathy;
in the second stage, infection spreads to the parapha-
ryngeal spaces, with thrombophlebitis of the internal
jugular vein or one of its collateral branches and sep-
ticemia. Cavernous sinus thrombosis is rare [3]. At this
stage, local clinical examination ﬁnds painful inﬂam-
matory cervical induration, usually anterior to the
sternocleidomastoid muscle, ipsilateral to the pharyn-
geal involvement. Cervical cellulitis with or without
abscess formation should be systematically considered in
which case suprasternal and/or supraclavicular extension
of the cutaneous inﬂammation, with a risk of exten-
sion to the anterior mediastinum, should be explored
for: there is in the neck no anatomic barrier between,
on the one hand, the vascular sheath (around the
internal jugular vein and internal carotid artery) and
the fascias around the thoracic large vessels and, on
the other, the cervical visceral space and anterior
mediastinum;
ﬁnally, signs of septicemia appear, with very high fever
(> 40 ◦C) and chill, usually without associated signs of
[
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hemodynamic instability; the clinical picture is com-
pleted by septic emboli, which are usually pulmonary and
articular, although other organs such as the liver, peri-
cardium and kidneys may also be affected. The septic
emboli induce remote infarcts containing microorgan-
isms, leading to abscess formation.
Treatment is primarily medical, sometimes surgical.
Most authors [4,5] recommend combined penicillin (or
nd or 3rd generation cephalosporins) and metronidazole (or
lindamycin monotherapy), as Fusobacterium necrophorum
s usually susceptible to these. Aminoglycosides, in contrast,
rovide no beneﬁt.
Two to four weeks’ parenteral antibiotherapy should
e followed by oral administration. Optimal duration and
osages have not been determined.
In case of parapharyngeal, cervical or mediastinal
bscess, surgical drainage should be performed, with
pproach adapted to location.
The role of anticoagulants is not well deﬁned [3].
heoretically, they entail a risk of septic embolism by
ragmentation of the venous thrombus, but remain recom-
ended in case of retrograde extension of the thrombus
oward the intracranial venous drainage, especially the
avernous sinus as in the present case.
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